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Foot disorders are prevalent, especially in women
and the elderly.1,2 They may arise from trauma or
arthritis; they may also be attributed to improper
footwear or different biomechanics.2 Since feet
are important for locomotion, foot disorders often
cause pain and are associated with a reduced
ability to perform the activities of daily living.
Furthermore, the risk of walking impediments,
accidental falls and further injuries can be in-
creased.3 In order to evaluate the impact of these
foot problems on health-related outcome, several
foot-specific questionnaires were developed and
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Index (FFI) among patients with plantar fasciitis and ankle/foot fracture.
Methods: Fifty plantar fasciitis patients and 29 ankle/foot fracture patients volunteered for the cross-
sectional survey and 24 were re-retested later. The response distribution was compared between the 
two groups. The internal consistency and test–retest reliability were evaluated by using Cronbach’s α and
intraclass correlation coefficient (ICC). Criterion validity was examined for correlations with the Taiwan
version of the Medical Outcomes Study Short Form-36 (SF-36) questionnaire. The influence of covariates
(diagnosis, age, gender, employment) on the scores of total FFI and subscales was explored by multivariate
general linear model analysis.
Results: Two items in the pain subscale had many answers in the non-applicable category and were removed
from analysis. The internal consistency of the 21-item FFI was high (Cronbach’s α = 0.94) and the test–retest
reliability was satisfactory (ICC = 0.82). The activity limitation subscale had relatively lower Cronbach’s 
α (0.75) and the items in this subscale had a high proportion of floor scores. There was a moderate corre-
lation between the FFI total and subscale scores to the physical component summary scores rather than to
the mental component summary scores of the SF-36. Multivariate general linear model analysis showed
that the cases of plantar fasciitis had higher pain scores and lower activity limitation scores, although their
FFI total scores were comparable.
Conclusion: The adapted Taiwan Chinese version of the FFI is reliable and valid and can be applied among
traumatic and non-traumatic foot disorders. Nevertheless, its clinical application may be limited by a rela-
tively high proportion of non-applicable answers and significant floor effect in some items. [J Formos Med
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tested. Among them, the Foot Function Index
(FFI) is one of the most commonly used scores.4
The original FFI is a self-administered question-
naire. It contains 23 items, which are divided into
three subscales: activity limitation, disability, and
pain.5 It was used for a sample of patients with
rheumatoid arthritis, 89% of whom were men.
Moreover, its reliability and validity were exam-
ined in several populations and the results were
mostly satisfactory.5–9 The questionnaire was used
as an outcome measurement tool for people who
were treated with surgery, orthoses or stretching
exercise for various ankle/foot disorders.8,10–12
Nevertheless, there are some limitations to its
usefulness and general application. The original
study used the questionnaire with rheumatoid
arthritis, most of whom were men. Its applicabil-
ity among populations of different ages, genders
or sufferers of various foot problems has not been
studied extensively. A high proportion of non-
applicable answers and high ceiling scores in some
items were observed by several authors.13,14 These
subjects mostly had non-traumatic ankle or foot
disorders. Prior study also showed that the FFI
had inconsistent scoring in the activity subscale
when it was applied to patients with plantar
fasciitis.15
Although the FFI has been translated into sev-
eral languages, no Chinese version is available.
We adapted a Taiwan Chinese version of the FFI
and examined it for reliability and validity. We
chose two common foot/ankle disorders, plantar
fasciitis and ankle-foot fracture, to investigate 
its clinical application with these traumatic and
non-traumatic problems, with the objective that
the results would provide a basis for the future
application of the questionnaire.
Methods
This was a cross-sectional study. Patients diagnosed
with plantar fasciitis or ankle-foot fracture were
recruited from outpatient clinics of physical med-
icine and rehabilitation and orthopedic surgery
in a university hospital. They were a convenient
sample of volunteers. The fracture cases were lim-
ited to those who had the injury and operation
at least 2 weeks ago. Those excluded were younger
than 18 years, unable to read, of impaired cogni-
tion, and suffering from other lower limb prob-
lems (knee osteoarthritis, fracture in other parts
of the leg, hip disorders) or neurologic problems
(cerebral vascular accident, brain injury, peripheral
neuropathy). The research was approved by the
ethics committee of National Taiwan University
Hospital and every participant signed an informed
consent form.
Eighty-eight subjects participated in the survey.
Every subject answered a questionnaire includ-
ing basic demographic data (age, gender, height,
weight, employment status), the Taiwan Chinese
version of the FFI, and a Chinese version of the
Medical Outcomes Study Short Form-36 (SF-36).16
Subjects who came back for follow-up were asked
to fill in a second FFI. One question asked if their
foot problem had improved, remained stable or
worsened following the first survey. As a result,
questionnaires from 50 subjects with plantar
fasciitis and 29 ankle/foot fracture patients were
completed for analysis, and 24 cases who reported
a stable condition in the second questionnaire were
included for assessment of test–retest reliability.
The FFI is a questionnaire designed specifically
for ankle and foot symptoms. It includes 23 items
that are divided into three subscales: activity lim-
itation (5 items), disability (9 items), and pain
(9 items). Every question is answered on a visual
analog scale for conversion to scores ranging from
0 to 9. The higher the score, the more severe the
pain or restriction. The original FFI question-
naire was obtained with permission from the 
author, Dr Budiman-Mak. The process of transla-
tion and adaptation into Taiwan Chinese followed
guidelines recommended by Guillemin et al.17
The original English version was translated by two
bilingual translators whose first language was
Chinese. A synthesized translation was formed
after discussion among the translators, researchers
and an expert in physical medicine and rehabili-
tation to obtain consensus. One other bilingual
translator, a native English speaker, translated the
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synthesized Chinese version into English. The back-
translation served as a check for inconsistencies
with the original version. The process of transla-
tion was generally smooth without much dispute.
The sequence of the three subscales, however, was
rearranged as pain, disability and activity limi-
tation. The SF-36 Health Outcome Score mea-
sures eight domains of physical and psychologic
health of participants.18 It was used to examine
the criterion validity of the FFI.
Statistical analysis
Data were analyzed using SPSS version 13.0 (SPSS
Inc., Chicago, IL, USA). The demographic data
and scores of the two groups of subjects were
compared with an independent t test. The com-
pleteness of item responses, distribution of scores
and the magnitude of ceiling and floor effects
were presented. Scores from the FFI and SF-36
questionnaires were calculated based on stan-
dard scoring algorithms.5,18 Internal consistency
was evaluated with Cronbach’s α. The intraclass
correlation coefficient (ICC) was calculated to
assess the test–retest reliability between two re-
peated tests of the same subject. Pearson’s corre-
lation coefficient was calculated between the FFI
scores and each of the SF-36 subscales, physical
component summary (PCS) scores and mental
component summary (MCS) scores. A multivari-
ate general linear model analysis was used to 
explore the impact of several factors on FFI scores.
The dependent variables were the three subscales
and total score, and the covariates included gen-
der, age, diagnosis, body mass index (BMI) and
employment status.
Results
Patients’ characteristics
The demographic data of the two groups of sub-
jects were different in several aspects. The plantar
fasciitis group was older (49.6 ± 10.6 vs. 37.2 ±
14.8 years, p < 0.001) and more of them were
women (68% vs. 38%, p=0.009). Up to 48% of the
plantar fasciitis patients had bilateral symptoms,
while all of the fracture cases were unilateral.
Both groups had similar proportions of employed
people and comparable BMI.
Baseline scores
Two questions had more than 10% of non-
applicable answers, pain walking or standing with
orthotics (Table 1). Therefore, these two questions
were deleted from the reliability and validity
analysis. The mean score of each item was mostly
between 3 and 6, and three items involving activity
limitation (using device indoors and outdoors
and staying in bed all day) had the lowest mean
and highest proportion of floor scores for both
groups. Furthermore, up to 19 items in fracture
patients and 12 items in plantar fasciitis patients
had more than 10% of the floor score. The ceiling
effect was less significant, however. Three items
in the plantar fasciitis and six items in the fracture
patients had a more than 10% ceiling score.
In general, the subjects achieved highest score
in the pain subscale (50.9 ± 24.6), followed by
the disability and activity limitation subscales
(Table 2). The total FFI score ranged from 3.1 to
83.1. Ceiling scores were observed only in one
case for each subscale and floor scores in 10 cases
for the activity limitation subscale (8 plantar fasci-
itis and 2 fracture patients). Subjects with plantar
fasciitis had significantly higher pain and lower
activity limitation scores, but the disability score,
total FFI score, and PCS and MCS scores of the
SF-36 were similar between the two groups.
Reliability testing
Cronbach’s α of the 21-item FFI was good (0.94;
Table 3). It was best for the disability subscale
(0.95), followed by pain (0.91) and activity limi-
tation (0.75) subscales. The ICC for the 21-item
total score was 0.82 (95% confidence interval,
0.60–0.92). Only the activity limitation subscale
achieved an ICC higher than 0.8, while the pain
and disability subscales had ICC of 0.7–0.8.
Validity testing
Criterion validity was tested by calculating Pearson’s
correlation coefficient between FFI subscales and
Taiwan Chinese version of the FFI
J Formos Med Assoc | 2008 • Vol 107 • No 2 113
SF-36 summary scores (Table 4). Pearson’s corre-
lation coefficient was a negative value because a
higher FFI score indicated worse health status,
while a higher SF-36 score indicated better health
status. All three FFI subscales had a moderate cor-
relation to the SF-36 PCS score in both groups
(γ = −0.66 to −0.44). Among the four subscales in
the physical component, physical functioning
and bodily pain had a higher correlation with FFI
scores. The correlation coefficients between FFI
subscales and MCS score were mostly weak, but
there was a significant correlation between activ-
ity subscale with the vitality and role-emotional
subscales of SF-36.
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Table 1. Raw scores and distribution of the Foot Function Index
Score (mean ± SD) Floor score Ceiling score Not applicable
Questions Plantar Ankle Plantar Ankle Plantar Ankle Plantar Ankle 
fasciitis fracture fasciitis fracture fasciitis fracture fasciitis fracture
1. Worst foot pain 6.7 ± 1.8 4.8 ± 2.9 0 3 (10%) 8 (16%) 2 (7%) – –
2. Morning foot pain 5.5 ± 3.1 2.8 ± 2.8 5 (10%) 5 (17%) 11 (22%) 1 (3%) – –
3. Pain walking barefoot 5.5 ± 2.9 3.4 ± 2.7 4 (8%) 7 (24%) 9 (18%) 1 (3%) – 1 (3%)
4. Pain standing barefoot 4.6 ± 2.7 3.2 ± 2.7 4 (8%) 9 (31%) 5 (10%) 1 (3%) – 2 (7%)
5. Pain walking with shoes 5.2 ± 2.2 3.2 ± 2.5 2 (4%) 5 (17%) 2 (4%) 1 (3%) – –
6. Pain standing with shoes 4.5 ± 2.4 2.5 ± 2.2 2 (4%) 10 (34%) 1 (2%) 0 – –
7. Pain walking with orthotics 3.9 ± 2.2 3.3 ± 3.0 4 (8%) 5 (17%) 0 1 (3%) 2 (4%) 8 (28%)
8. Pain standing with orthotics 3.8 ± 2.2 3.0 ± 2.6 3 (6%) 7 (24%) 0 0 2 (4%) 8 (28%)
9. Foot pain at end of day 5.2 ± 2.6 3.5 ± 2.5 1 (2%) 7 (24%) 3 (6%) 1 (3%) – –
10. Walking in house 3.5 ± 2.4 2.9 ± 2.5 9 (18%) 7 (24%) 1 (2%) 0 – 1 (3%)
11. Walking outside 4.5 ± 2.6 3.4 ± 2.8 5 (10%) 5 (17%) 1 (2%) 0 – 1 (3%)
12. Walking four blocks 5.1 ± 2.6 4.5 ± 2.9 2 (4%) 3 (10%) 4 (8%) 2 (7%) – –
13. Climbing stairs 2.8 ± 2.5 4.4 ± 2.9 12 (24%) 4 (14%) 1 (2%) 3 (10%) – –
14. Descending stairs 3.5 ± 2.7 4.4 ± 3.2 8 (16%) 5 (17%) 1 (2%) 4 (14%) – –
15. Standing on tip toe 2.8 ± 2.7 5.4 ± 3.3 14 (28%) 4 (14%) 1 (2%) 6 (21%) – –
16. Getting up from chair 3.6 ± 2.9 3.3 ± 3.0 11 (22%) 8 (28%) 1 (2%) 1 (3%) – 1 (3%)
17. Climbing curbs 2.9 ± 2.7 3.9 ± 3.3 15 (30%) 9 (31%) 1 (2%) 1 (3%) – 1 (3%)
18. Running or walking fast 4.3 ± 2.9 5.0 ± 3.3 7 (14%) 2 (7%) 2 (4%) 6 (21%) – –
19. Using device indoors 0.1 ± 0.8 1.2 ± 2.5 49 (98%) 21 (72%) 0 1 (3%) – –
20. Using device outdoors 0.2 ± 1.1 1.7 ± 2.9 47 (94%) 19 (66%) 0 1 (3%) – –
21. Staying inside all day 2.6 ± 2.9 4.3 ± 3.3 20 (40%) 5 (17%) 3 (6%) 3 (10%) – –
22. Staying in bed all day 1.1 ± 2.0 1.6 ± 2.6 34 (68%) 18 (62%) 0 1 (3%) – –
23. Limiting activities 3.6 ± 3.0 4.9 ± 3.1 13 (26%) 3 (10%) 1 (2%) 3 (10%) – –
Table 2. FFI and SF-36 scores between subjects with plantar fasciitis and subjects with ankle/foot fracture
Total (n = 79) Plantar fasciitis (n = 50) Ankle/foot fracture (n = 29) p
Activity score 21.9 ± 19.8 17.0 ± 15.1 30.3 ± 24.0 < 0.01
Disability score 42.6 ± 26.5 40.7 ± 24.8 45.8 ± 29.4 0.41
Pain score 50.9 ± 24.6 59.0 ± 20.8 37.0 ± 24.6 < 0.001
Total FFI score 38.5 ± 18.9 38.9 ± 17.0 37.7 ± 22.2 0.81
SF-36, PCS 33.5 ± 10.3 34.4 ± 10.9 32.1 ± 9.2 0.34
SF-36, MCS 47.6 ± 8.4 47.0 ± 8.9 48.7 ± 7.6 0.42
PCS = Physical Component Summary Score; MCS = Mental Component Summary Score.
Multivariate analysis
Multivariate general linear model analysis was per-
formed with activity limitation, disability, pain and
total scores of the FFI as the dependent variables.
The results showed that patients with plantar fasci-
itis had significantly higher pain scores and lower
activity limitation scores (Table 5). Furthermore,
women had higher pain scores. The other covari-
ates, including BMI, age and employment were
not associated with these scores.
Discussion
We adapted the Taiwan Chinese version of the
FFI and tested its reliability and validity in patients
with non-traumatic (plantar fasciitis) and trau-
matic (ankle/foot fracture) disorders. A 21-item
FFI was applied due to the high proportion of
non-applicable answers for two items in the pain
subscale. The results from reliability and crite-
rion validity testing were mostly comparable to
Taiwan Chinese version of the FFI
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Table 4. Pearson’s correlation coefficient of the FFI score to the SF-36 subscales in subjects with plantar fasciitis and subjects
with ankle fractures
Activity limitation Disability Pain Total score
SF-36 subscale Plantar Ankle Plantar Ankle Plantar Ankle Plantar Ankle 
fasciitis fracture fasciitis fracture fasciitis fracture fasciitis fracture
PCS −0.66 −0.58 −0.45 −0.54 −0.44 −0.44 −0.59 −0.61
(p < 0.001) (p = 0.001) (p = 0.001) (p > 0.01) (p = 0.001) (p = 0.02) (p < 0.001) (p = 0.001)
Physical functioning −0.57 −0.46 −0.50 −0.51 −0.46 −0.43 −0.60 −0.55 
(p < 0.001) (p = 0.01) (p < 0.001) (p < 0.01) (p = 0.001) (p = 0.02) (p < 0.001) (p < 0.01)
Role-physical −0.49 −0.26 −0.40 −0.21 −0.27 −0.10 −0.45 −0.23 
(p < 0.001) (p = 0.18) (p < 0.01) (p = 0.27) (p = 0.06) (p = 0.60) (p = 0.001) (p = 0.24)
Bodily pain −0.51 −0.68 −0.32 −0.63 −0.51 −0.46 −0.51 −0.69 
(p < 0.001) (p < 0.001) (p = 0.03) (p < 0.001) (p < 0.001) (p = 0.01) (p < 0.001) (p < 0.001)
General health −0.48 −0.30 −0.07 −0.39 −0.09 −0.48 −0.21 −0.46 
(p = 0.03) (p = 0.11) (p = 0.63) (p = 0.04) (p = 0.53) (p < 0.01) (p = 0.14) (p = 0.01)
MCS −0.30 −0.38 −0.06 −0.27 −0.04 −0.22 −0.13 −0.34 
(p = 0.03) (p = 0.04) (p = 0.70) (p = 0.16) (p = 0.79) (p = 0.26) (p = 0.36) (p = 0.07)
Vitality −0.33 −0.39 −0.09 −0.28 −0.05 −0.24 −0.16 −0.35 
(p = 0.02) (p = 0.04) (p = 0.54) (p = 0.14) (p = 0.72) (p = 0.22) (p = 0.26) (p = 0.06)
Social functioning −0.62 −0.04 −0.22 −0.17 −0.20 −0.23 −0.37 −0.14 
(p < 0.001) (p = 0.85) (p = 0.12) (p = 0.39) (p = 0.16) (p = 0.24) (p ≤ 0.01) (p = 0.46)
Role-emotional −0.37 −0.46 −0.25 −0.28 −0.24 −0.20 −0.33 −0.36 
(p < 0.01) (p = 0.01) (p = 0.09) (p = 0.15) (p = 0.09) (p = 0.29) (p = 0.02) (p = 0.05)
Mental health −0.22 −0.36 −0.08 −0.34 −0.04 −0.22 −0.12 −0.36 
(p = 0.13) (p = 0.06) (p = 0.60) (p = 0.08) (p = 0.71) (p = 0.25) (p = 0.41) (p = 0.06)
PCS = Physical Component Summary Score; MCS = Mental Component Summary Score.
Table 3. Internal consistency (Cronbach’s α) and intraclass correlation coefficient (ICC) for FFI total and subscales
Cronbach’s α ICC (95% confidence interval; p)
Activity limitation 0.75 0.88 (0.74–0.94; < 0.001)
Pain 0.91 0.74 (0.43–0.88; < 0.001)
Disability 0.95 0.76 (0.49–0.89; < 0.001)
Total score 0.94 0.82 (0.61–0.92; < 0.001)
previous studies using the original English ver-
sion,5,6,19 supporting the view that the adapted
Chinese version is clinically applicable to both
traumatic and non-traumatic foot disorders. In
summary, the internal consistency evaluated by
Cronbach’s α was mostly good for total and sub-
scales (0.91–0.95), with the exception of the ac-
tivity limitation subscale (0.75). The ICC ranged
from 0.74 (pain subscale) to 0.88 (activity limi-
tation subscale), indicating satisfactory test–retest
reliability. A high correlation was found between
the three subscales and the PCS score, physical
functioning subscale and bodily pain subscale.
The correlation with the MCS score was weak,
but the activity subscale of the FFI was moder-
ately correlated with vitality and role-emotional
subscales.
We noted three major problems in the appli-
cation of the FFI questionnaire: (1) high ratio of
non-applicable answers for some items; (2) high
floor and moderate ceiling effects in some items;
and (3) relatively low internal consistency of the
activity limitation subscale. First, the high non-
applicable answers in two items (pain walking
and standing with orthotics) prompted us to ana-
lyze the data on the basis of 21 items only. Similar
problems have been found in other studies.13,14
Saag et al omitted these two items in a side-to-side
reliability test for rheumatoid arthritis with con-
cerns about inconsistent indications, fabrication
techniques and variable usage of the devices.19
Agel et al found an additional two items with high
ratios of non-applicable answers in the activity
limitation subscale (use assistive device indoors
and outdoors).13 The authors of the FFI suggested
excluding the non-applicable item from the total
possible in scoring,5 but it would reduce the item
numbers in the subscale and affect the psycho-
metric properties. It seemed that the reliability
and concurrent validity were satisfactory when we
analyzed the data without scoring these two items.
However, it might influence the construct valid-
ity and we recommend using the full 23-item
questionnaire in future studies.
Second, the floor effect was significant in quite
a few items. For cases of fracture, almost all the
items had more than 10% of floor score. As for
plantar fasciitis, the floor score was observed mostly
among the disability and activity limitation sub-
scales. Although the subscale and total FFI scores
were lower in proportion of the floor score, the
mean scores of some subscales were relatively
low, indicating lower severity. When researchers
apply FFI in cases of other minor foot problems,
they should note whether such a phenomenon
has become so prominent that it limits respon-
siveness and sensitivity to change.
Third, we observed a relatively low internal
inconsistency in the activity limitation subscale,
as has been previously reported.19 This might be
S.H. Wu, et al
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Table 5. Results of multivariate general linear model analysis with scores of three subscales and total scores
of FFI as dependent variables
Dependent variables Independent variables β Standard error p
Activity limitation Intercept 33.2 4.5 < 0.001
Plantar fasciitis (vs. fracture) −14.7 4.6 < 0.01
Men (vs. women) −4.6 4.5 0.31
Disability Intercept 52.2 6.2 < 0.001
Plantar fasciitis (vs. fracture) −8.3 6.4 0.20
Men (vs. women) −10.3 6.2 0.10
Pain Intercept 43.9 5.2 < 0.001
Plantar fasciitis (vs. fracture) 18.7 5.3 < 0.01
Men (vs. women) −11.2 5.2 0.03
FFI total score Intercept 43.1 4.4 < 0.001
Plantar fasciitis (vs. fracture) −1.4 4.6 0.76
Men (vs. women) −8.7 4.4 0.05
partially explained by the high proportion of floor
score in two items (using assistive device indoors
and outdoors). These two items were found to
load in a different factor from the other three
items of the activity limitation subscale by prin-
cipal component factor analysis.5 In addition, this
is the only subscale that was correlated with MCS
score and two subscales of SF-36. We agree with
the authors that activity limitation subscale might
measure aspects of outcome less related to the
problems or not actually measure one distinct
construct. Some researchers have omitted this
subscale,14,20 but it might therefore reduce the
comprehensive nature of the domains evaluated
by the questionnaire. The above reports, along with
our findings, support revision of this subscale in
terms of better reliability and validity.21
We included both traumatic and non-traumatic
cases in the present study, different from almost
all previous reports that excluded traumatic cases
or surgically treated foot disorders.5,6,14,20 We 
observed that the scores of pain and activity lim-
itation were different between the two groups 
of subjects, although the total FFI score or SF-36
scores were comparable. Fracture patients had
lower pain but higher activity limitation, even
when adjusted for gender and age, implying that
the impairment and functional loss caused by
different types of foot discomfort can be reflected
by subscales of the FFI but not by the total score
of the FFI or the PCS and MCS scores of SF-36.
This was compatible with previous reports that
disease-specific or region-specific outcome mea-
surement was more sensitive and specific than a
generic questionnaire for patients with muscu-
loskeletal disorders.22,23
There were some limitations in the present
study. We included only subjects with plantar
fasciitis and foot/ankle fracture and the results
cannot be reliably applied to other diagnoses. 
A more diversified diagnosis should be tested.
Our sample was not random. Since we did not set
any inclusion criteria for the severity of the disor-
ders, and the distribution of FFI scores or SF-36
was not severely skewed, we could be sure that
cases of different severities had been recruited.
In conclusion, the adapted Taiwan Chinese
version of the 21-item FFI is reliable and valid, and
we recommend its application among cases of
both traumatic and non-traumatic foot disorders.
It was found to be a more specific and sensitive
outcome measure than a generic questionnaire
such as the SF-36. Nevertheless, we observed some
instances of high ratios of non-applicable answers
or floor scores and further studies are warranted to
reconsider the construct validity of these subscales.
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APPENDIX
؀᨜խ֮ठߩຝפ౨ം࠴ʳ Foot Function Index 
z Հ٨ംᠲ 1~9Δޢԫଡႈؾலᢰऱऴᒵז।መװԫਣཚᅝխΔڇՀ٨ൣउՀΔ൞ऱߩຝక࿀࿓
৫Ζऴᒵऱ່ؐጤז।ψݙ٤޲ڶక࿀ωΔ່׳ጤז।ψᄕ৫ྤऄݴ࠹հక࿀ωΖᓮڇऴᒵՂ
شᒢᙰЦ೚ಖᇆΔז।መװԫଡਣཚᅝխΔ൞ऱߩຝڇՀ٨ൣउՀऱక࿀࿓৫Ζመװԫਣཚᅝ
խΔڕ࣠൞ൕآၞ۩ᇠႈ੒೯Δᓮုಖ੡ψլᔞشωΖʳ
ʳ
z ൞ऱߩຝక࿀࿓৫˒ʳ
1. క࿀່ᣤૹऱழଢ   ϭ լᔞش
ݙ٤޲ڶక࿀ʳ ᄕ৫ྤऄݴ࠹հక࿀ʳ
2. ڰඣದݩছ    ϭ լᔞش
ݙ٤޲ڶక࿀ʳ ᄕ৫ྤऄݴ࠹հక࿀ʳ
3. ߧᆬߨሁழ    ϭ լᔞش
ݙ٤޲ڶక࿀ʳ ᄕ৫ྤऄݴ࠹հక࿀ʳ
4. ߧᆬీمழ    ϭ լᔞش
ݙ٤޲ڶక࿀ʳ ᄕ৫ྤऄݴ࠹հక࿀ʳ
5. ઠᕀߨሁழ    ϭ լᔞش
ᄕ৫ྤऄݴ࠹հక࿀ʳݙ٤޲ڶక࿀ʳ
6. ઠᕀీمழ    ϭ լᔞش
ݙ٤޲ڶక࿀ʳ ᄕ৫ྤऄݴ࠹հక࿀ʳ
7. ઠᚮᕀቾࢨ᎖ࠠߨሁழ ϭ լᔞش
ݙ٤޲ڶక࿀ʳ ᄕ৫ྤऄݴ࠹հక࿀ʳ
8. ઠᚮᕀቾࢨ᎖ࠠీمழ ϭ լᔞش
ݙ٤޲ڶక࿀ʳ ᄕ৫ྤऄݴ࠹հక࿀ʳ
9. ԫ֚࿨ޔΕՂݩጕᤚছ ϭ լᔞش
ݙ٤޲ڶక࿀ʳ ᄕ৫ྤऄݴ࠹հక࿀ʳ
z Հ٨ംᠲ ˄˃̑˄ˋΔޢԫଡႈؾலᢰऱऴᒵז।መװԫਣཚᅝխΔ൞ڇൕࠃᇠႈ੒೯ழΔტ࠹ࠩ
ऱܺᣄ࿓৫Ζऴᒵऱ່ؐጤז।ψݙ٤޲ڶܺᣄωΔ່׳ጤז।ψᄕ৫ܺᣄωΖᓮڇऴᒵՂش
ᒢᙰЦ೚ಖᇆΔז।መװԫଡਣཚᅝխΔڂ੡൞ऱߩຝംᠲΔڇൕࠃՀ٨੒೯ழΔტ࠹ࠩऱ
ܺᣄ࿓৫ΖመװԫਣཚᅝխΔڕ࣠൞ൕآၞ۩ᇠႈ੒೯Δᓮုಖ੡ψլᔞشωΖ
z ൞ტ࠹ࠩऱܺᣄ࿓৫ڕ۶˒
10.ڇ৛փߨሁ    ϭ լᔞش
ݙ٤޲ڶܺᣄʳ ᄕ৫ܺᣄʳ
11.ʳ נ॰ߨڇլؓऱሁ૿ʳ ʳ ϭ լᔞش
ݙ٤޲ڶܺᣄʳ ᄕ৫ܺᣄʳ
12.ʳ ߨ؄යဩࢨאՂऱ၏ᠦ ϭ լᔞش
ݙ٤޲ڶܺᣄʳ ᄕ৫ܺᣄʳ
13. Ղᑔඪ     ϭ լᔞش
ݙ٤޲ڶܺᣄʳ ᄕ৫ܺᣄʳ
14. Հᑔඪ     ϭ լᔞش
ݙ٤޲ڶܺᣄʳ ᄕ৫ܺᣄʳ
15. ⇉ᆬڞీထ    ϭ լᔞش
ݙ٤޲ڶܺᣄʳ ᄕ৫ܺᣄʳ
16.ʳ ൕஆཡՂದߪ    ϭ լᔞش
ᄕ৫ܺᣄʳݙ٤޲ڶܺᣄʳ
17. ՂՀԳ۩ሐऱᢰᒴ   ϭ լᔞش
ݙ٤޲ڶܺᣄʳ ᄕ৫ܺᣄʳ
18.ʳ ݶޡߨࢨၒޡʳʳ ϭ լᔞش
ݙ٤޲ڶܺᣄʳ ᄕ৫ܺᣄʳ
z Հ٨ംᠲ 19~23Δޢԫଡႈؾலᢰऱऴᒵז।መװԫਣཚᅝխΔ൞ൕࠃᇠႈ੒೯ऱ᙮෷Δऴᒵ
ऱ່ؐጤז।ψݙ٤޲ڶωΔ່׳ጤז।ψࢬڶழၴຟڕڼωΖᓮڇऴᒵՂشᒢᙰЦ೚ಖᇆΔ
ז।መװԫଡਣཚᅝխΔ൞ڂ੡ߩຝംᠲۖၞ۩Հ٨੒೯ऱ᙮෷ΖመװԫਣཚᅝխΔڕ࣠൞
ൕآၞ۩ᇠႈ੒೯Δᓮုಖ੡ψլᔞشωΖʳ
ʳ
z ൞क़ڍ֟ழၴΚʳ
19. ڇ৛փࠌشḐޚࢨܗ۩ᕴ    ϭ լᔞش
ݙ٤޲ڶʳ ࢬڶழၴຟڕڼʳ
20. נ؆ழࠌشḐޚࢨܗ۩ᕴ    ϭ լᔞش
ࢬڶழၴຟڕڼʳݙ٤޲ڶʳ
21. ڂ੡ߩຝऱംᠲΔՕຝٝழၴլנ॰ ϭ լᔞش
ݙ٤޲ڶʳ ࢬڶழၴຟڕڼʳ
22. ڂ੡ߩຝऱംᠲΔՕຝٝழၴլՀݩʳ ϭ լᔞش
ݙ٤޲ڶʳ ࢬڶழၴຟڕڼʳ
23. ڂ੡ߩຝऱംᠲΔ੒೯࠹ࠩૻࠫ      ϭ լᔞش
ݙ٤޲ڶʳ ࢬڶழၴຟڕڼʳ
